TCTAP C-193 Endovascular Treatment for Aortic Chronic Total Occlusion  by Okutsu, Masaaki
S408 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5Case Summary. Furthermore, by the sustained dosage of prostagland
in and heparin, the sharp pain of lower limbs at rest disappeared, and
the color change was gradually improved.
The ABI one week later was improved to 1.07 and was able to
conﬁrm excellent blood ﬂow from CIA to BK by the angiogram ten
days later.
Severe limbs ischemia due to a large quantity of thrombus does not
lead to limbs amputation, and revascularizing it needs early
perfection.
We could remove a large quantity of thrombus by Forgerty catheter
and succeeded in complete, revasularizing it by endovascular treat-
ment addition and experienced the case that was able to relieve total
limbs.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 00152999
Relevant clinical history and physical exam. The case was 75 y.o. Female.
She had right femoral neck fracture and underwent osteo synthesis 5
month ago. But implanted retainer was removed and debridement was
done because infection 2 months later.But infection could not disappear.
ABI score was quite decreased and critical limb ischemia was suspected.
Relevant test results prior to catheterization. Ankle brachial index was rt:
0.26 and lt: 0.24.CT examination showed total occlusion of terminal
aorta with severe calciﬁcation. Iliac artery and more distal segment
had no severe stenotic lesion.Relevant catheterization ﬁndings. Right femoral had infected wounds
and I punctured left femoral artery. Angiogram showed total occlusion
of terminal aorta.
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Procedural step. 8Fr sheath was inserted and guide wire (GW) pene-
tration was started by Chevalier 15g GW with 4Fr catheter and micro
catheter. CTO segment was almost occupied by calcium but CT image
showed some non-calciﬁed space in right side of CTO. Chevalier 15g
was advanced through non-calciﬁed space by CT guidance but did not
pass to proximal true lumen. Parallel wire technique was performed
with Astato GW (0.018 inch) and Astato was advanced through a little
bit different route from 1st Chevalier 15g by checking of rotation
ﬂuorography and passed to proximal true lumen. After conﬁrmation
that Astato passed through calciﬁed intima, ablation by 2.5mm Rota
burr was performed. And after 6.0mm and 8.0mm non-compliant
balloon dilatation, Epic self-expandable stent was deployed in ter-
minal aorta to proximal left CIA. Post balloon dilatation by 6.0mm and
8.0mm balloon was performed and procedure was ﬁnished.Case Summary. CTO segment of terminal aorta had severe calciﬁcation
and almost occupied by calcium. CT image showed non-calciﬁed loop
hole in the calcium mass and CT guidance was very helpful to advance
GW. Lesion modiﬁcation by Rota ablation was effective for balloon
dilatation. Consideration of CT and Rota ablation were the keys of
procedure success.
